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Amebiasis is quite uncommon in developed countries. Its clinical presentation can vary from an
asymptomatic carrier state to fulminant colitis and colonic perforation. We presented a 39-year-old
female who received combined chemotherapy and radiotherapy for nasopharyngeal carcinoma 1 year
prior to admission. Thereafter, she felt acute abdominal pain and diarrhea after traveling to Hainan 3
months ago. A physical examination of the patient revealed diffused peritoneal sign. Abdominal
computed tomography showed a cecal tumor and intra-abdominal abscess. A subsequent exploratory
laparotomy revealed an inﬁltrating yellowish tumor about 7 cm over the cecum and massive serous
ascites. Pathology reported ambeic colitis with undermined ulcer and abscess formation of the cecum.
Ameboma can be found in developed countries, particularly in patients with risk factors and a history of
traveling to areas with the developing disease. Colonoscopy with biopsy is recommended for patients
with suspected ameboma, and surgical intervention is likely indicated in complicated cases although the
surgical mortality rate is high.
Copyright © 2015, The Chinese Oncology Society. Production and hosting by Elsevier B.V. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Introduction
Amebiasis is caused by the protozoal organism Entamoeba his-
tolytica infection. It is commonly found in developing countries but
rare in developed areas. However, the incidence of this disease in
developed countries is increasing, arising from travelers in highly
epidemic area or immigration and immunocompromised pop-
ulations.1e3 Some patients who are malnourished, infant, elderly,
pregnant, receiving glucocorticoids, diabetes, or suffering from
alcoholism have an increased risk of fulminant disease of
amebiasis.1,4
Amebiasis is a multifaceted disease which may present with
inﬂammation ranging from acute to chronic, and symptoms from
asymptomatic to abscess.5 Up to 90% of those patients diagnosed
with amebiasis are asymptomatic, and the most common symptom
is amebic colitis.6,7 The primary site of Entamoeba histolyticagery, Department of Surgery,
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matogenous spread to cause liver abscess.8 The toxin of Entamoeba
histolytica presents in the microﬁlament of the colon and causes
mucosal defect associated with parasite invasion to the nutrient
arterioles of the colon. This results in arteriole occlusion and
ischemia of the bowel wall, where the bowel wall may progress
from the initial superﬁcial ulceration to transmural necrosis and
perforation.5
In this study, we presented a case which combined amebiasis
and nasopharyngeal carcinoma under treatment. In this patient,
however, the developed ameboma was confused with a pre-
liminary diagnosis of malignancy.2. Case report
A 39-year-old female presented to our facility who was diag-
nosed with moderately differentiated nasopharyngeal squamous
cell carcinoma, T3N1M0 stage III, who had completed one year of
combined chemotherapy and radiotherapy. She reported inter-
mittent dull abdominal painwith diarrhea after traveling to China's
Hainan Province approximately 3 months ago. This time, she felt
acute abdominal pain and progress in the last 3 days prior toElsevier B.V. This is an open access article under the CC BY-NC-ND license (http://
Fig. 1. Abdominal computed tomography showed cecal tumor (arrow) and intra-abdominal abscess.
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peritoneal sign. Abdominal computed tomography revealed a cecal
tumor and intra-abdominal abscess (Fig.1). Exploratory laparotomy
was undertaken and revealed inﬁltrating yellowish tumor about
7 cm over cecal with massive serous ascites over her whole
abdomen, especially the pelvis. There was no signiﬁcant cecal
perforation. Right hemi-colectomy with end-to-end ileo-colic
anastomosis was performed because of suspected cecal malignancy
and intra-cecal abscess formation, but no protective stoma was
done. We did not send the specimen for intra-operative frozen
section diagnosis. Pathology reported ambeic colitis with anFig. 2. (A) (B) Gross view of amebic colitis with undermined ulcer and abscess formation (
abscess formation. (D) High power ﬁeld view of amebic trophozoites (arrow head, hematoundermined ulcer and abcess formation (ameboma) of the cecum.
Microscopic review found numerous typical amebic trophozoites
(Fig. 2). The post-operative hemodynamic was noted to be stable,
with a persistent high fever and even empiric antibiotics for intra-
abdominal abscess. There was no evidence of anastomosis leakage.
The patient died 7 days after operation due to sepsis.
3. Discussion
This patient presented with a rare case of ameboma and un-
derwent a right hemicolectomy procedure. However, the patientameboma) of the cecum. (C) Microscopic view of undermined (arrow head) ulcer and
xylin and eosin, x400).
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due to severe sepsis. The primary reason that treatment failed was
due to delayed diagnosis and treatment. At the time of surgery, the
patient manifested peritonitis and sepsis, which caused multiple-
organ failure during the post-operative period. In addition, we
did not begin to administer antibiotics such as metronidazole for
amebona on a monthly basis, 3 times daily for 7e10 days, until the
pathologic report conﬁrmation. The poor condition of the patient
was irreversible, and lead to her to mortality. Delayed admission to
hospital was also themain reason leading to mortality in a previous
report.8
Ameboma is an inﬂammatory mass which consists of granula-
tion tissue and peripheral ﬁbrosis, and may be confused with ma-
lignancy in the cecum and ascending colon.1,9,10 Typically,
ameboma occurs in untreated or inadequately treated patients,11
with an incidence of about 1.5% out of all amebiasis patients.12,13
Ameboma are usually found in a solitary mass and vary in size.11
The common complications of ameboma are perforation, obstruc-
tion, intussusception, ﬁstula, and appendicitis.1 There was no direct
relationship between ameboma and NPC, but NPC with immuno-
deﬁciency is a risk factor for amebiasis. However, the invasive form
of Entamoeba can also infect normal populations.8
In general, most patients with amebiasis just receive medical
treatment, and surgical intervention is only indicated for cases with
suspected bowel perforation, peritonitis, local abscess, obstruction,
diagnosis uncertainty, toxic megacolon, or ameboma.7,11,13 The
medical treatment for noninvasive infections is paromomycin.
Nitroimidazoles, especially metronidazole, are given for invasive
amebiasis. Approximately 90 percent of patients with amebiasis
have a response to nitroimidazole therapy. In some cases of
fulminant amebic colitis, it is necessary to add broad-spectrum
antibiotics for intestinal bacteria spilling into the peritoneum.10
Overall, the surgical mortality of all amebiasis patients ranged
from 32 to 83%.14e16 The surgical methods employed included
resection with or without exteriorization, perileal antegrade
colonic lavage, and wide drainage with fecal diversion without
resection.8 However, another problem is that the preoperative
diagnosis of ameboma was found to be as low as 13e50% in a
previous study.8
Pathologic examination of colonoscopic biopsy is the only
method to more reliably make the diagnosis of intestinal amebi-
asis.1,13,17 However, the necessary biopsy target area can be difﬁcult
to approach, or the condition of the patient may not be suitable.
One less invasive method used to diagnose amebiasis is antibody
measurements, even if the antibody may be available and positive
for years. Another method is microscopic examination of a
collected stool specimen. But that method is substantially less
sensitive and cannot differentiate between the species of
Entamoeba.18In conclusion, ameboma can be found in developed countries,
especially in patients with risk factors and a history of traveling to
developing areas. Patients with suspected disease are recom-
mended to undergo a colonoscopy with biopsy, and surgical
intervention is indicated if there are complications, although the
surgical mortality rate is high. Delayed diagnosis and treatment is
the most frequent cause of mortality. Therefore, we should alert
fellow clinicians, other medical professionals and patients about
potentially improved outcomes when diagnosis, early treatment,
and limited surgery are undertaken in these patients.
Conﬂict of interest
All authors declare that they have no conﬂicts of interest.
References
1. Lin CC, Kao KY. Ameboma: a colon carcinoma-like lesion in a colonoscopy
ﬁnding. Case Rep Gastroenterol. 2013;7:438e441.
2. Keystone JS, Keystone DL, Proctor EM. Intestinal parasitic infections in homo-
sexual men: prevalence, symptoms and factors in transmission. Can Med Assoc
J. 1980;123:512e514.
3. Hakansson C, Thoren K, Norkans G. Intestinal parasitic infections and other
sexually transmitted disease in asymptomatic homosexual men. Scand J Infect
Dis. 1984;16:199e202.
4. Stanley SL. Ameobiasis Lancet. 2003;361:1025e1034.
5. Luvano FM, Mtshalli Z, Baker LW. Vascular occlusion in the pathogenesis of
complicated amoebic colitis: evidence for a hypothesis. Br J Surg. 1985;72:
123e127.
6. Gathiram V, Jackson TF. A longitudinal study of asymptomatic carriers of
pathogenic zymodemes of Entamoeba histolytica. S Afr Med J. 1987;72:
669e672.
7. Ozdogan M, Baykal A, Kavuklu B, et al. Surgical treatment of chronic amebic
colitis. World J Surg. 2005;29:1440e1443.
8. Ozdogan M, Baykal A, Aran O. Amebic perforation of the colon: rare and
frequently fatal complication. World J Surg. 2004;28:926e929.
9. Lourenssen S, Houpt ER, Chadee K, et al. Entamoeba histolytica infection and
secreted proteins proteolytically damage enteric neurons. Infect Immun.
2010;78:5332e5340.
10. Haque R, Huston CD, Hughes M, et al. Amebiasis N Engl J Med. 2003;348:
1565e1573.
11. Radovanovic ZL, Katic VV, Nagorni AV, et al. Clinical diagnostic problems
associated with cecal ameboma: case report and review of the literature. Pathol
Res Pract. 2007;203:823e825.
12. Misra SP, Misra V, Dwivedi M. Ileocaecal masses in patients with amebic liver
abscess: etiology and management.World J Gastroenterol. 2006;12:1933e1936.
13. Ng DC, Kwok SY, Cheng Y, et al. Colonic amoebic abscess mimicking carcinoma
of the colon. Hong Kong Med J. 2006;12:71e73.
14. Aristizabal H, Acevedo J, Botero M. Fulminant amibic colitis. World J Surg.
1991;15:216e221.
15. Vajrabukka T, Dhitarat A, Kichananta B, et al. Fulminating amoebic colitis: a
clinical evaluation. Br J Surg. 1979;66:630e632.
16. Ellyson JH, Bezmalinovic Z, Parks SN, et al. Necrotizing amebic colitis: a
frequently fatal complication. Am J Surg. 1986;152:21e26.
17. Marcus VA, Ward BJ, Jutras P. Intestinal amebiasis: a diagnosis not to be missed.
Pathol Res Pract. 2001;197:271e274.
18. Bracha R, Diamond LS, Ackers JP, et al. Differentiation of clinical isolates of
Entamoeba histolytica by using speciﬁc DNA probes. J Clin Microbiol. 1990;28:
680e684.
